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NEPHRECTOMY FOR MULTIPLE KIDNEY INFARCTS 
IN A CHILD. 

Dr. Frank S. Mathews presented a girl, twelve years of age, 
who was admitted to St. Mary’s Hospital on June 25, 1908, after 
a week’s illness characterized by chills, fever, and abdominal pain, 
with vomiting and moderate constipation. There was some ab¬ 
dominal rigidity and tenderness, more pronounced on the right 
side. The patient’s temperature, on admission, was 102.5°, and 
the case was regarded at that time as one of acute appendicitis. 
The child was given an enema, and on the following morning the 
temperature had dropped to normal and the abdominal tenderness 
and rigidity had disappeared. 

The child was sent to the country, and Dr. Mathews saw her 
for the first time on her return, on July 17. He was informed that 
during her absence she had had three elevations of temperature 
on different occasions to 104°, 105°, and 106°. An examination 
of the urine showed that it contained a large amount of pus. On 
palpation of the kidneys under ether they seemed to be of normal 
size, and a cystoscopic examination of the bladder was also nega¬ 
tive. She had no symptoms referable to the kidneys, excepting 
on one occasion a slight tenderness in the costovertebral angle; 
this, and the continued pus in the urine and the intermittent eleva¬ 
tions of temperature, were practically her only symptoms. On 
August 5 both ureters were catheterized, and the catheters were 
left in for one hour. The right kidney drained very well, the 
urine containing much pus; the catheter in the left ureter prac¬ 
tically did not drain at all, thus leaving the condition of that left¬ 
s' 
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ney in doubt. The temperature continued to fluctuate, most of 
the time being normal. The urine still contained large amounts 
of pus, but no tubercle bacilli were found after a number of 
examinations. 

It was finally decided to cut down on the right kidney, and thi s 
was done on August 15. The kidney was apparently of normal 
size. The perirenal fat was oedematous, and in two spots it was 
adherent to the surface of the kidney. The upper of these areas 
was white in appearance, suggesting a good-sized miliary abscess. 
Lower down on the kidney surface was a reddish-purple area 
which bled easily on manipulation. The left kidney was ex¬ 
posed through a small incision and was found to be apparently 
normal. The nephrectomy on the right side was thereupon com¬ 
pleted. An examination of the organ after its removal showed 
a white fibrous infarct at its upper pole. The lesion lower down 
proved to be an abscess cavity draining into the renal pelvis. 

For a few days after the operation the urine still contained a 
large amount of pus. Within two weeks, however, it became per¬ 
fectly clear and had since remained so. Convalescence was other¬ 
wise uneventful. 

Dr. Charles L. Gibson said that in dealing with surgical con¬ 
ditions of the kidneys we were sometimes in doubt as to the ex¬ 
tent of the lesion, and under those circumstances he thought an 
exploratory incision of the kidney itself advisable. The kidney, 
after delivery, could be freely split and examined, and, if the con¬ 
ditions warranted it, it could be sutured and replaced. A limited 
resection of the kidney, he believed, would be the operation of the 
future in a number of cases. Personally, he had had two such 
cases where very marked renal symptoms were relieved after the 
removal of a small focus. He did not think that anything short 
of an incision of the kidney could tell us just what the condition 
of the organ was. 

Dr. Samuel Alexander, referring to cases of infarcts of the 
kidney, said he had seen two cases this winter in which the in¬ 
farcts were situated so close to the pelvis that it was anatomically 
impossible to do a resection without opening into the pelvis. In 
dealing with a tubercular kidney, he believed that the proper 
course of procedure was to do a nephrectomy and that anything 
short of that was unjustifiable, because even a small, isolated tu¬ 
berculous focus could not be safely left. The speaker said he did 
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not favor a partial resection of a tuberculous kidney, although 
he saw no objection to it in dealing with a septic infarct on the 
surface, where it could be easily removed. 

Dr. George Woolsey referred to one case of multiple septic 
infarcts of the lower pole of the kidney in which he did a partial 
resection of that part of the kidney only. 

Dr. Alexander said there were undoubtedly cases where a 
single infarct could be successfully removed by resection, but 
there were others in which the infarcts were so located as to make 
a nephrectomy imperative. 

Dr. Howard Lilienthal said that in some of these cases of 
septic infarcts of the kidney all that was necessary was a simple 
nephrotomy, thus relieving tension. The fact should be borne 
in mind that these infarcts were very apt to be bilateral, and it was 
difficult to tell whether or not the opposite kidney was similarly 
diseased. 

Dr. Charles H. Peck recalled one case of nephrectomy for 
septic infarct where he afterwards regretted that he had not re¬ 
sorted to a less radical surgical measure. The septic fod in this 
case consisted of numerous small white spots under the capsule, 
an it might perhaps have been successfully treated by a simple 
nephrotomy or decapsulation. 

Dr. Willy Meyer mentioned a case of ureteral stone with the 
subsequent development of miliary abscesses (due to colon bacil¬ 
lus) m the kidney, which was treated by simply splitting and 
draining the kidney. The patient recovered and had remained 
well since. In another case he did a nephrectomy after assuring 
himself that the opposite organ was healthy. 

COMPOUND DEPRESSED FRACTURE OF THE SKULL 

Dr. Parker Syms presented three cases which had occurred 
m his serv,ce at Lebanon Hospital, as being of interest, the first 
case on account of its extensive injury, and the second and third 
cases on account of the peculiar character of their wounds. 

The men (Cases II and III) attacked each other with hatchets, 
and one (Case II) had three compound depressed fractures of the 
skull, and two severe wounds on the neck made by a razor. The 
other (Case IH) had two fissure-fractures of the skull, and two 
compound depressed fractures, besides which his nose had been 
nearly cut off. 
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These cases were treated under Dr. Syms’s supervision, by his 
adjunct, Dr. M. S. Kakels, and to him is due the credit of these 
excellent results. Dr. Syms called attention to the fact that these 
cases were treated according- to his well-established rule governing 
the treatment of all injuries to or over the vertex,namely: All scalp 
wounds are explored for fractures, and all fractures are trephined, 
whether there be symptoms or not It so often happens that an 
apparently insignificant fracture of the outer table is accompanied 
by extensive damage to the inner table with comminution and 
depression, and with infected clots. He believes that by this 
means there is no undue risk to the patient, and many bad results 
are avoided. In this way only is one sure of avoiding infection 
and consequent meningitis, and in this way only can one be sure 
of preventing epilepsy and other consequences of a neglected 
depression of the skull. 

Case I.—A little boy, aged six years, was brought to the 
Lebanon Hospital on January 21, 1909, in the ambulance, with the 
history of having fallen down a flight of stone steps, head first. 
He was picked up in a semiconscious condition and was still in 
that condition when brought into the hospital about four o’clock 
p.M. He did not vomit The patient was very drowsy when not 
disturbed, and was not fully conscious. The pupils were equal, 
moderately dilated, and reacted to light and accommodation. 
There was a slight internal strabismus of the left eye, this (as 
later inquiry elicited) was the result of cerebrospinal meningitis 
that the child had two years ago. His mouth, nose, and ears 
showed no signs of hemorrhage. On the head were found mul¬ 
tiple scalp wounds (four in number), situated in the left parietal 
and occipital regions; a compound depressed comminuted fracture 
of the vault near posterior and superior border of the parietal bone; 
a compound linear fracture over the anterior part of the parietal 
bone; also a linear fracture from the depressed comminuted frac¬ 
ture passing down to the occipital bone, where a compound stellate 
fracture was found. At the site of the comminuted fracture 
lacerated brain tissue presented through the wound as a hernia 
cerebri, about a teaspoonful being on the dressing. The pulse 
was irregular, very rapid, of fairly good force and tension. The 
lungs, heart, abdomen, and extremities were normal. 

He was in the operating room about an hour later. Dorsal 
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position with the head elevated. The scalp wounds were enlarged 
by making cross incisions, retracting the flaps, and by trephine and 
rongeur forceps; the depressed spiculae of bone removed over an 
area larger than a silver dollar. The protruding and lacerated 
brain (about a good-shed tablespoonful) was removed, the dura 
sewed over, and a small opening left for the insertion of an iodo¬ 
form gauze drain. The other fractures were explored, cleaned, 
and drained, and the scalp wounds closed with silk-worm gut 
sutures. In closing the dura there was constant pulsation of the 
brain, and consequently quite a protrusion, as though it were under 
pressure, and quite a little difficulty was experienced in closing 
this membrane, but by inserting a layer of rubber tissue under its 
edges, the brain was kept back until the sutures were passed, and 
then removed through a small opening which was left for the 
insertion of a small drain to the lacerated brain. Over the closed 
dura, between it and the scalp, a layer of iodoform gauze was 
placed and extended to the same opening, which was left in the 
scalp for the drainage of the brain. On January 26, that is, five 
days after the operation, the scalp wounds were found to have 
healed by primary union and the gauze between the scalp and 
the dura was removed. Three days later, on the 29th, the drain 
to the brain tissue was removed and the small opening allowed 
to close. At no time was the temperature higher than ioo°, 
which was reached on the day following the operation. The 
drainage opening into the scalp did not close, and in consequence 
there was a small hernia of the brain about the size of the tip of 
the little finger. On February 10 this was cut off, the edges of 
the scalp wound freshened, the brain depressed, the wound 
sutured; primary union without any further trouble was obtained. 
During the child’s convalescence he showed absolutely no ill 
effects of the traumatism to his brain. His special senses were 
intact; he had no meningeal or cerebral symptoms; and from the 
time of his operation up to the present day, no impairment of his 
mental faculties. This must be attributed to the lesion having 
been in a silent area of the brain. 

Case EL—A man, aged 28 years, was admitted with 
two razor cuts, each about three inches long, on the left side 
of the neck, and three scalp wounds, one in the posterior portion 
of right parietal bone, about one inch long; another through the 
middle of the sagittal suture; and another over the midanterior 
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part of the left parietal bone. Under gas and ether anaesthesia 
the posterior wound was enlarged; the periosteum was found 
lacerated and a depressed comminuted fracture about one inch in 
diameter was found. The depressed fragments of the outer table 
were removed and fragments of the stellate fracture of the inner 
table lifted from the underlying dura with forceps. The epidural 
clots were removed and the dura found intact 

The middle wound just above the longitudinal sinus was one 
and three-quarter inches long; it was enlarged to six inches in a 
transverse line. The vault was found fractured and depressed 
for an area of one and three-quarter inches. A small piece of 
metal wedged into the skull was gradually chiselled from the 
whole thickness of the skull, and when lifted out it was found to 
have perforated the dura. This piece of metal was a broken sharp 
edge of a hatchet, and measured about one-quarter by one-half an 
inch. 

The depressed fragment of the outer table was raised with the 
periosteum so as to make a flap, and this turned back, but broke 
off at its attached portion. The inner plate or table was found to 
be a comminuted depressed fracture; the fragments were removed 
and dura exposed and found perforated. A gauze drain was 
inserted to the dural opening; scalp sutured with silk-worm gut; 
and a rubber tissue drain inserted at outer extremity of wound. 

The anterior wound, three-quarters of an inch originally, was 
enlarged to about two inches'in an anteroposterior direction, unit¬ 
ing with the middle wound. The skull was found to be depressed 
at both the inner and outer table, to an extent of about three- 
quarters of an inch. The depressions were raised and removed; 
dura exposed; clots removed; rubber tissue drain inserted; scalp 
sutured with silk-worm gut. 

This patient, as well as the previous one, made an excellent 
recovery. The wounds all healed by first intention, except at 
the site of drains, which also closed when rubber tissue and gauze 
drains were removed. The patient was out of bed and left the 
hospital at the same time as the other one. At no time did either 
of these patients show any disturbance of motor or sensory func¬ 
tions ; neither did either show any meningeal symptoms, notwith¬ 
standing the numerous or multiple depressed fragments pressing 
on the meninges. 

Case III.—A man, aged 39 years, was admitted to the Leba- 
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non Hospital on Nov. 24, 1908, at the same time with Case II, 
with the history of having received various injuries (as will be 
described) in a fight with a hatchet and razor. They each were 
struck on the head and face with the hatchet and one was cut 
besides on the neck with a razor. 

Neither of them, as far as could be ascertained^ was uncon¬ 
scious after the injuries, nor was either of them unconscious 
when brought to the hospital. They complained of pains over the 
wounds, had no vertigo, and did not vomit. In Case III, the nose 
was completely severed from the face on the left side. The malar 
bone was broken, but no splinters of bone found. The right side 
of the nose was intact He was bleeding profusely from this 
and other wounds and from a lacerated wound of upper lip on 
left side. He had five scalp wounds on the head. The right 
thumb had several wounds; and a small wound on left forearm 
near wrist was also found. Of the scalp wounds, four extended 
over the right side, one on the frontal bone, and three on the 
parietal; the other on the left frontoparietal junction in midline. 

Under gas and ether anaesthesia, wound No. I in the scalp 
was enlarged and exposed a compound depressed splintered frac¬ 
ture, situated on the posterior inner portion of the right parietal 
bone. By chisel and Doyen forceps the depressed fragments of 
bone were removed and with rongeur forceps the edges smoothed. 
The fracture was an inch in diameter. The clots were removed 
from dura. The dura was not perforated; the brain pulsated. A 
gauze drain was inserted to dura and scalp sutured to the drain 
exit 

Wound No. 2 was over the middle of the right parietal bone 
in a straight line with wound No. x; it was about three-fourths of 
an inch long. This was enlarged, and a depressed splintered 
fracture found. The fragments were raised by chiselling and 
forceps. The dura was intact; epidural clots were removed; the 
edges of bone rounded and gauze drain inserted. Scalp was 
sutured to drain exit 

Wound No. 3 was three-fourths of an inch long at outer pos¬ 
terior portion of the parietal bone on right side. The wound was 
enlarged; the periosteum found intact; it was incised and vault 
also found intact; scalp sutured. 

Wound No. 4 was found extending from the left posterior 
middle portion of the frontal bone to the inner anterior part of 
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right parietal bone. The vault was found to have had a fissured 
fracture which was chiselled out and found to have involved the 
outer table only. Rubber tissue drain inserted; scalp sutured. 

Wound No. 5, on the right posterior portion of frontal bone, 
was one inch long; it was enlarged and the vault showed a fiss ured 
fracture which was also chiselled and found to involve the outer 
table only. Scalp sutured with insertion of rubber tissue drain. 

Patient made a good recovery after operation. Wounds healed 
by first intention except at sites of drams, which when removed 
closed very speedily. Patient was out of bed and well after ten 
days. Was kept in hospital, however, for observation until 
December 14, when he was discharged. 

THE Y-OPERATION OF ROUX FOR PYLORIC STENOSIS 
AND THE NARROWING OF THE APERTURES 
OF TWO GASTRO-ENTEROSTOMIES. 

Dr. Walton Martin presented a man 40 years old, who was 
admitted to the Roosevelt Hospital in the service of Dr. Blake on 
Nov. 12, 1908. He had always been in good health until twelve 
years ago. At that time he began to have pain in the epigastrium 
after taking food. The pain was burning in character and lan¬ 
cinating, and came on about ten or fifteen minutes after meals. 
It was aggravated by taking food, becoming cramp-like, and was 
relieved by inducing vomiting. The patient’s symptoms gradually 
became more severe. Nine months after the onset of his illm-cs 
he was admitted to the New York Hospital in the service of Dr. 
Robert F. Weir. At that time he was poorly nourished. The 
stomach was found to be enlarged and there was visible peristalsis 
in the gastric region. Food was found in the stomach after 24 
hours’ fasting; a diagnosis of pyloric stenosis was made. On 
December 15, 1898, a posterior gastro-enterostomy was done 
by -^ r - Weir, a Murphy button being used for the anastomosis. 
At the time of the operation, a tumor was found at the pylorus. 
The patient made an uneventful recovery; he gained weight and 
strength; and left the hospital free from pain on January 26, 1899. 

After this the patient remained well for three years. Then his 
old symptoms gradually returned—epigastric pain brought on by 
eating and relieved by induced vomiting. These symptoms grad¬ 
ually became more severe; he again lost weight and strength; and 
in May, 1903, he was admitted to Roosevelt Hospital in the 
service of Dr. Blake. At that time he was emaciated; the stomach 
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was enlarged; and there was visible peristalsis. A mass could be 
felt on a level with the navel and two inches to the right of it 
The diagnosis of pyloric stenosis with closure of the gastro¬ 
enterostomy opening was made. On May 28, 1903, Dr. Blake 
opened the abdomen in the median line. The stomach was found 
much dilated, and at the site of the gastro-enterostomy there was 
an indurated mass, apparently constricting the opening. A sec¬ 
ond posterior gastro-enterostomy was performed a short distance 
beyond the first one, a Murphy button again being used for the 
anastomosis. Several enlarged lymph-nodes were observed along 
the greater curvature. One, which was removed for examination, 
showed only signs of chronic inflammation. The patient again 
made an uninterrupted recovery and left the hospital Tune 17 
1903. 

For five years he remained well and without pain. About 
four months ago his old symptoms reappeared, and on Nov. 12, 
1908, he was again admitted to Dr. Blake’s service. The pain,’ 
visible peristalsis, and loss of flesh and strength had all returned! 
It seemed evident that the aperture of the second gastro-enteros¬ 
tomy had closed, and that a further operation was necessary. On 
November 18, 1908, for a third time, the abdomen was opened. 
The stomach was dilated, and there was an indurated mass and 
many adhesions about the pylorus. On lifting up the omentum 
and transverse colon, the jejunum was found adherent to the 
colon and the transverse mesocolon for a distance of several 
inches, the first part of the jejunum running from left to right and 
parallel to the transverse colon. There was much induration and 
many adhesions about the sites of the previous gastro-enterosto- 
mies. On account of the adhesions, the patency of the pylorus 
was not determined, nor the condition of the gastro-enterostomy 
openings. The lymph-nodes along the greater curvature were 
enlarged. One, which was removed for microscopic examination, 
showed only the signs of chronic inflammation. With difficulty, 
enough transverse mesocolon was freed to make it possible to ex¬ 
pose the posterior surface of the stomach. The jejunum was 
divided about 7 cm. beyond the adherent portion, and its mesen¬ 
tery incised as far as the first loop of vessels. The distal end 
was then implanted into the posterior surface of the stomach, 
and the proximal end united to the jejunum opposite its mesenteric 
border as far down as the slit in the jejunal mesentery would 
permit In each instance, two rows of sutures were used to 
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make the union. In other words, the Y-operation of Roux was 
performed. 

The patient made a satisfactory recovery. He left the hos¬ 
pital twenty-one days after admission. Since the operation, his 
weight had increased from 128 to 154 pounds. In reply to a 
question. Dr. Martin said he believed the pylorus obstructed, but 
not entirely closed. 

A NEW AND SIMPLE METHOD OF INTESTINAL RESECTION. 

Dr. Howard Lilienthal presented a man, 46 years old, who 
was admitted to ML Sinai Hospital on October 1,1908, complain¬ 
ing of epigastric pain, vomiting, constipation, and the usual symp¬ 
toms pointing to a serious gastric disturbance. A test-meal 
showed an absence of lactic acid, a sufficient quantity of free 
hydrochloric acid, and a total acidity of 59. His symptoms were 
of about eight years’ duration. 

Operation .—Upon opening the stomach, a mass of consider¬ 
able size was found at its pyloric end. While this was not proved 
to be malignant, it was considered advisable to do a pylorectomy, 
with a wide resection of the stomach. The duodenal stump was 
ligated as tightly as possible with heavy silk, and its mucosa 
crushed. The stump was then cut through and its mucous mem¬ 
brane cauterized with pure carbolic acid. The pylorectomy was 
then performed in the usual way. The string attached to the 
duodenal stump was left protruding from the wound, and a cigar¬ 
ette drain was inserted. The string came away nineteen days 
later, and the patient was discharged from the hospital on Novem¬ 
ber 14, 1908. The convalescence in this case was extremely 
rapid, and the patient had since been entirely well. 

A pathological examination of the pyloric tumor showed that 
it was an indurated ulcer, with no signs of malignancy. 

A second patient was shown by Dr. Lilienthal, a man, 22 years 
old, who was admitted to the hospital on December 1, 1908. He 
was extremely pale, somewhat cachectic, and had lost considerable 
weight Palpation revealed a hard, slightly movable mass in the 
right iliac region, somewhat suggestive of a chronic appendicitis, 
with abscess, although the fact that it had been present nearly 
a year made that diagnosis doubtful. The possibility of an 
ileocaecal tuberculosis was also considered. 

Upon operation, a mass about the size of an adult fist was 
found, involving principally the cecum and the root of the appen- 
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dix. There were numerous enlarged glands in the mesocolon. 
Under the supposition that the case was one of ileocaecal tubercu¬ 
losis, Dr. Lilienthal first tied oft the ascending colon with a double 
ligature of stout twine, and then treated the ileum in the same 
way. As the ascending colon was quite firmly fixed to the pos¬ 
terior abdominal wall, he anastomosed the ileum with the trans¬ 
verse colon by a simple side-to-side union. The strings attached 
to the gut were left hanging out of the wound. They came away 
on the tenth day, and the man was able to leave the hospital twenty 
days after the operation. His recovery, similar to that of the 
first case shown, was remarkably easy and rapid, and entirely 
uneventful. 

The growth in this case, upon pathological examination, 
proved to be a lymphosarcoma, and as a number of enlarged 
glands had to be left in the abdomen, injections of Coley’s fluid 
had been advised as a prophylactic measure against recurrence. 
There was still a small opening in the abdomen through which the 
ligature had come away. 

In connection with these two cases, Dr. Lilienthal said, he 
believed the method he had followed simplified intestinal resection 
work. ■ The invagination method took more time and there was 
always danger of the suture line giving way, especially in the 
large intestine. In cases where there was distention, we knew 
that no suture could withstand continuous tension. A ligature, 
however, if tied tightly, would not give way for a sufficiently long 
time, and there was no danger of immediate leakage. Another 
advantage was the speed with which the operation could be done. 
A side-to-side anastomosis was ample, and there was no strain 
on the ligated ends. The speaker said that in another case the 
condition of the patient was such that he had to treat the stump 
of the duodenum in this way, and he had long resorted to it in 
dealing with the stump of the appendix. 

RESECTION OF STOMACH FOR MALIGNANT PYLORIC 
STRICTURE. 

Dr. Willy Meyer presented a man of 60 with a freely mov¬ 
able tumor of the stomach, allowing free resection. In this case, 
contrary to his usual custom, he did not crush the stump of the 
duodenum, and then tie and invert it. He treated the cut through 
the duodenum in the same manner as that through the stomach, 
viz., a three-row suture—mattress, retaining, and inverting suture 
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—and, as in a previous case,'was much pleased with the procedure. 
In cases where he was not quite sure that tying after crushing plus 
inversion was sufficient, he had repeatedly stitched the head of the 
pancreas over the stump as an additional safeguard. 

Dr. Meyer said he had never resorted to the method described 
by Dr. Lilienthal, although he could appreciate the advantage of 
it He did not see why the string should not be cut off short 
instead of being left to protrude from the wound. In tying off 
the appendix, it was usual to cut the string off short 

Dr. Charles L. Gibson said that in most cases of benign stric¬ 
ture of the pylorus the stenosis was not complete, and the condi¬ 
tion should preferably be treated by making a large opening 
rather than by the use of the Murphy button. The field of great¬ 
est usefulness of the latter was in those cases where the pylorus 
was resected. Here these artificial stomata operated perfectly. 

Dr. Lilienthal said he could do a suture operation as quickly 
as he could put in a Murphy button. In reply to Dr. Meyer as 
to why the string was not cut off short instead of being allowed 
to protrude, the speaker said he intended to cut it off short in the 
future. Thus far, the operation was in the nature of an experi¬ 
ment, and, in fact, experiments along these lines on dogs were still 
being carried on, and he was awaiting their final result 

Dr. George Woolsey called attention to the possible occur¬ 
rence of a fecal fistula after the string method described by Dr. 
Lilienthal, and he thought it would not take much longer to cut 
off the suture and cover it with a single purse-string suture. 

Dr. Lilienthal said he saw no reason for the occurrence of 
a fecal fistula after the procedure he had described. He had done 
it many times in connection with the appendix and had never seen 
a fecal fistula result The drainage in these cases was inside 
the intestine, which largely obviated the possibility of a fistula. 

THE RESULT OF CRANIOTOMY FOR FIBROSARCOMA 
OF THE ACOUSTIC NERVE ONE YEAR 
AFTER OPERATION. 

Dr. Willy Meyer presented a woman, who had already been 
presented by him last year at the March meeting of the Society 
(see Annals of Surgery, August, 1908, p. 309). An operation 
was done on January 29, 1908, for the removal of a fibrosarcoma 
of the left acoustic nerve. The patient was 27 years old, who had 
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been referred to him by Dr. George W. Jacoby, the neurologist of 
the German Hospital. She presented at the time all the symptoms 
of a tumor in the cerebellopontine angle, with staggering gait and 
advanced optic neuritis. Both the left facial and left acoustic 
nerves were involved. The brain was exposed through a large 
horse-shoe flap, over the occiput The entire os occipitale was re¬ 
moved, the longitudinal sinus tied and divided, and both cerebellar 
hemispheres exposed by means of turning down a heart-shaped 
flap of the dura mater. The tumor was successfully removed. 
The patient made a rapid recovery, but was kept under observation 
in the hospital for four months. Her gait and eyesight gradually 
improved, and after two and a half months she was able to count 
fingers through the entire length of the ward. She was now able 
to read and write, and do embroidery and house work, and she 
could walk in a straight line. There was slight facial paresis 
and, of course, deafness on the affected side. 

Dr. Meyer said he was in favor of attempting the completion 
of operations of this kind at a single sitting, chiefly for aseptic 
reasons. Another desideratum was to secure a sufficiently large 
exposure of the cerebellum in order to reach the tumor with 
comparative ease, and thus avoid injury to the pons and medulla. 

EPITHELIOMA OF BLADDER. 

Dr. Charles L. Gibson presented a man, 72 years old, who 
came under his observation in December, 1907, for an epithelioma 
of the bladder. The patient had long suffered from severe 
hasmaturia, and at the time was almost exsanguinated. Prior to 
operation he was cystoscoped by Dr. Samuel Alexander, who con¬ 
firmed the diagnosis. A suprapubic cystotomy gave perfect access 
to the growth, which was encircled and removed entirely. A 
drainage tube was inserted, and the bladder wall inverted around 
it and sutured by the method which he had recommended some 
years ago. The original dressing was removed on the third day. 
The slight leakage stopped within 48 hours after the withdrawal 
of the tube, and when the patient left for his home, two weeks 
after the operation, the wound was entirely healed. The bladder 
now held about ten ounces of clear urine, and thus far there were 
no evidences of a recurrence of the growth. 

Dr. Samuel Alexander said he thought the views generally 
held in regard to the advisability of surgical intervention in tumors 
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of the bladder were too pessimistic. Personally, he believed that 
when the tumor was at all movable, it was capable of being extir¬ 
pated by the method employed by Dr. Gibson. The preliminary 
insertion of the sutures rendered the removal of the growth much 
easier; the bladder could then be closed absolutely; and there was 
no danger of haemorrhage, all that was necessary being the inser¬ 
tion of a small rubber tissue drain at the lower angle of the 
wound, down to the line of sutures in the bladder wall. Un¬ 
doubtedly, Dr. Gibson’s method of closing the bladder hastened the 
convalescence of these patients. 

PISTOL-SHOT WOUND JDF THE LUNG. 

Dr. Ellsworth Eliot, Jr., presented a man, 2a years of age, 
who at one o’clock in the morning of December 7, 1908, was 
brought to the Accident Ward of the Presbyterian Hospital by 
ambulance, having been shot in the left chest with a revolver of 
unknown calibre. The injury was followed by immediate uncon¬ 
sciousness, which lasted for a short time. When admitted to the 
hospital he complained of but little pain; he coughed considerably 
and vomited several times, the sputum or vomitus, or both, con¬ 
taining a little blood. His temperature was 99°; pulse, 116; 
respirations, 32. 

Examination of the chest showed a bullet wound in the seventh 
intercostal space, to the left of the axillary line. It was sur¬ 
rounded by several inches of subcutaneous emphysema, and upon 
coughing, air and blood were expelled from it. Percussion over 
the left chest was tympanitic; over the right chest resonant The 
breathing sounds over the left axillary area were very faint; dis¬ 
tinct over the right The impulse of the heart apex was not vis¬ 
ible nor palpable, and the heart sounds could not be heard. The 
left limit of dulness was 5 cm. to the left of the median line, and 
the right limit was 3 cm. to the right of the sternal margin. 
There was no murmur. The action of the heart was a little rapid, 
but of good force. The action of the pulse corresponded to that 
of the heart, and was of good quality. The abdomen was rigid 
and flat; no tenderness. 

The patient’s temperature began to rise soon after admission, 
and in eight hours reached iol°. He became quiet and slept well. 
His cough almost ceased, and he said he felt comfortable and had 
no pain. Pulse, 92; respirations, 24. The temperature steadily 
rose until the morning of the third day, when it reached 102.4 0 . 



PISTOL-SHOT WOUND OF LUNG. 555 

From that time on it steadily fell, reaching normal on the thir¬ 
teenth day. During this interval, the pulse had ranged between 
64 and 80. The respirations had not been above 24 since the 
second day. 

The patient was given a liberal diet from the start, the only 
reduction being during the first three days. The local treatment 
consisted of cleansing the wound, applying a dry dressing, and an 
ice bag for the first six days to the left chest. The subcutaneous 
emphysema disappeared on the third day. On the morning of the 
fourth day the patient began to cough a little; he complained 
of some pain in the left chest and coughed up a number of blood 
clots, very dark in color. This expectoration of blood clots con¬ 
tinued until Dec. 15, the eighth day after the receipt of the injury; 
On the tenth day the patient was allowed to sit up in a chair. 
On Dec. 19, twelve days after the shooting, there was some pain 
in the left chest upon deep respiration. The anterior lower left 
chest gave tympanitic resonance, and the breathing sounds in that 
region were almost absent. In the left axilla, at the level of the 
sixth rib, there was bronchial breathing; fremitus and tactile sense 
were much decreased. Posteriorly, from the angle of the scapula 
to the base of the left axillary region, there was dulness on per¬ 
cussion and vocal fremitus and tactile sense were decreased. 
An attempt was made to tap the chest, but the patient resisted 
so much that it was not carried out. The wound closed by a firm 
scab on Dec. 18, 1908. An X-ray picture showed the bullet in 
the chest It was located about three inches below the wound of 
entry, close to the inner side of the ribs. 

A noteworthy feature of this case was that general abdominal 
rigidity was observed for twenty-four hours after admission to 
the hospital, without damage to any abdominal viscera. 

Dr. Eliot presented, also, a man, 24 years old, who was ad¬ 
mitted to the Presbyterian Hospital on Nov. 24, 1908. At 6.30 
a.h. he had been shot in the right chest by a .38 calibre revolver, 
and had been brought to the hospital at once by ambulance. On 
admission, his temperature was 98.8°; pulse, 80; respirations, 24. 
There was no apparent shock; no cough. The pulse was of good 
quality. There was a bullet wound three-quarters of an inch to 
the right of the sternum, in the lower part of the second inter¬ 
space. This was bleeding freely. Air crepitus was obtained in 
the posterior axillary fold. The percussion note over the affected 
lung was normal; the breathing sounds were distinct; there were 
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a few moist rales at the base. The bullet could be felt under 
the skin in the posterior axillary fold. 

Five hours after admission the patient’s temperature was 
98.4 ; pulse, 120; respirations, 28. CEdema of the lungs had de¬ 
veloped two hours previously, and there were dulness and dimin¬ 
ished breathing sounds over the lower right lung. The chest was 
cupped, and mprphine and stimulants were administered. At 
8 p.m. the temperature had risen to 103°, the pulse was 104, and 
the respirations 36. The patient was somewhat irrational and 
coughed at intervals. There was a slight pinkish expectoration. 
The cough continued, and on the third day there was considerable 
bloody expectoration. During this time the physical signs re¬ 
mained practically unchanged. For a week following the injury 
the patient’s temperature ranged between 99 0 and 101°; pulse, 
between 80 and 100; respirations, between 20 and 32. His mental 
condition gradually cleared up. He coughed frequently, with 
purulent sputum, but there was no blood after the third day. 
He still complained of pain in the chest, especially on coughing. 
On December 8 the bullet was removed under cocaine. On De¬ 
cember 11 the patient’s temperature had been normal for a week. 
He still coughed, but the expectoration was less free. The physi¬ 
cal signs gradually cleared up, with the exception of dulness and 
bronchial breathing over the left base. On December 15 the 
patient left the hospital, practically well. 

Dr. Gibson said that in one case of gun-shot wound of the 
lung where the patient seemed to be suffocating from progressive 
loss of blood, the hemorrhage ceased after an injection of diph¬ 
theria antitoxin, and the patient finally made a recovery. The 
speaker said he had used the antidiphtheritic serum in several 
other cases of obscure bleeding, with beneficial effects, and he 
recommended the use of this or other fresh serum in cases where 
we were otherwise powerless to check the hemorrhage, on the 
theory that the serum favored coagulation. Diphtheria antitoxin 
made from horse serum can be easily procured, while serum from 
other animals, such as the hare, may take too long to obtain. 

Dr. Meyer spoke of the comparative ease with which the 
lungs could be exposed and manipulated with the help of differen¬ 
tial pressure. If conditions warranted, a thoracotomy could be 
done and the wound in the lung closed by suture. This operation 
had been performed abroad successfully in a number of cases. 
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Of course, such procedure must be indicated by the seriousness 
of the symptoms, as haemothorax, increasing collapse, etc. 

Dr. Eliot said that a number of accidents had been reported 
abroad during attempted suture of the wounded lung in com¬ 
pressed air cabinets after pistol-shot injuries. 

Dr. Martin said it seemed to him that gun-shot wounds of 
the lung were unfavorable cases for operation, even under such 
conditions as Dr. Meyer suggested. By closure of the wounds of 
entrance and exit in the lung the hemorrhage along the bullet tract 
would not be stopped. The escape of the blood into the pleura 
would, to be sure, be prevented, but he thought this might aggra¬ 
vate the condition rather than relieve it. 

Dr. Liuenthal called attention to the value of inhalations of 
amyl nitrite for the purpose of arresting pulmonary hemorrhages 
in tuberculosis, and he thought it would be equally efficacious in 
dealing with a hemorrhage of the lung of traumatic origin. 

Discussing the value of sequestration anaemia. Dr. Lilienthal 
said that about three weeks ago he did a preliminary decompres¬ 
sion operation in a case of cerebellar tumor. The sequestration 
anaemia method was resorted to, and at the beginning of the opera¬ 
tion the blood-pressure was 120. After opening the skull, it fell 
to 90. Then the ligatures that confined the blood to the extremi¬ 
ties were loosened, and the blood-pressure immediately rose to 
no. A few days later, the second stage of the operation was un¬ 
dertaken. In the meantime, a new house staff had gone on duty. 
The blood-pressure, at the beginning of this second operation, was 
130. The hemorrhage was fast and furious; the blood-pressure 
fell rapidly, and the patient was in very bad condition, and upon 
inspecting the sequestration bandages it was found that the ex¬ 
tremities had been bandaged from the toes to the body instead of 
around the proximal part of the thighs. This had produced just 
the opposite effect to sequestration anaemia. 

Dr. Lilienthal said he was in favor of resorting to this addi¬ 
tional safeguard in certain operations. 

BORDER-LINE TUMORS OF THE BREAST. 

Dr. Charles L. Gibson read a paper, with this title, for which 
see page 478. 

Dr. John A. Hartwell said he thought surgeons were in¬ 
clined to be too conservative rather than too radical in dealing with 
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tumors of the breast. He asked Dr. Gibson what dependence he 
placed on the pathological diagnosis made by an examination of 
frozen sections while the patient was on the table. Dr. James 
Ewing had informed him that he did not look upon that method 
as of sufficient accuracy to be of value in many border-line cases. 

Dr. Lilienthal said he thought that most surgeons were in 
accord with the views expressed by Dr. Gibson. A few years 
ago, the speaker said, Dr. Robert Abbe read a paper in which he 
maintained that many cysts of the breast could be cured by simple 
aspiration. Shortly after that, a woman called on Dr. Lilienthal 
with a tumor in one breast, and she gave a history of having had 
a cyst in the opposite breast He advised her to have the tumor 
removed and examined, but she refused and went to another sur¬ 
geon, who treated her by aspiration. Soon afterwards another 
woman came to him with a cyst of the breast which he aspirated. 
Two years later the same patient returned with the same breast 
affected by a growth which he was afraid was not cystic, and with 
enlarged glands in the axilla. 

In regard to the value of an examination of frozen sections, 
to which Dr. Hartwell had referred. Dr. Lilienthal said that if 
the pathologist pronounced the growth doubtful, then he would 
do a radical operation, but if he positively pronounced it innocent, 
then he would remove the tumor only. The patient should be told 
by the surgeon beforehand that he would do what he, thought was 
necessary, i.e., either a conservative or radical operation. 

Dr. Willy Meyer said that many surgeons were inclined to 
treat these cases of so-called benign tumors of the breast rather 
expectantly. The operation that had been proposed by T. Gail- 
lard Thomas, of New York, in 1882, and lately worked out by 
Warren, of Boston, namely, extirpation of the tumor, with 
an almost invisible resulting scar and with preservation of the 
shape of the breast, was highly recommendable. Under those 
conditions, many patients would submit to the operation who 
would otherwise refuse on account of the disfigurement These 
tumors were accessible from below, and the normal contour of the 
breast was thus preserved. 

In regard to the value of immediate examination of frozen sec¬ 
tions, Dr. Meyer said that in one case where many specimens 
were examined, only two or three showed distinct evidences of 
carcinoma, while the rest showed adenofibroma. This seemed to 
show that it was hardly safe to rely upon the results of such rapid 
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examinations. In cases that were at all doubtful, the radical 
operation was indicated. 

Dr. Eliot said he agreed with Dr. Gibson that every well- 
defined tumor of the breast, irrespective of the patient’s age, ought 
to come out Frequently these operations could be done under 
local anaesthesia. In many cases, especially in young girls, the 
presence of a tumor of the breast, even if certainly benign, gave 
rise to serious worry. 

Dr. Gibson, in closing, said he was induced to write this paper 
by hearing one on the same subject from a member of this Society, 
in which the line of treatment outlined was totally -different from 
that laid down in this paper. In this connection. Dr. Gibson said, 
he wished to quote a suggestion made by Prof. Kocherat the First 
International Surgical Congress, when he suggested Cancer as 
the subject for discussion at the subsequent meeting of the 
Congress: 

“(i) That in the majority of cases local precancerous pre¬ 
dispositions exist, whose cure prevents the development of cancer. 
(2) That cancer is originally an absolutely local disease. (3) 
That in the present state of medical science there exists only a 
single curative measure, the operative destruction of this local 
focus. (4) That implication of the lymphatics no longer militates 
against a cure by operation along the lines of the present day 
practice. (5) That an early operation can be performed by 
a competent surgeon without danger to life, without pain, and 
without a notable disturbance of function. (6) That the sur¬ 
geon can promise a definite cure in the majority of the cases 
presenting themselves for treatment on the appearance of the first 
symptoms.” 

A RAZOR FOR SKIN-GRAFTING. 

Dr. Robert H. M. Dawbarn showed an instrument consisting 
of two safety-razor blades held together by a pair of dressing 
forceps. 

HERNIA OF THE UMBILICAL CORD. 

Dr. Theodore Dunham reported the case of a child sixteen 
months old upon which he operated for an umbilical hernia. With 
the exception of a fecal fistula, which closed at the end of about 
a week, the child made an uneventful recovery, and left the hos¬ 
pital at the end of six weeks. Since then the child had gained 
normally in weight and had a perfectly strong belly walL 



